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In their letter to the editor regarding our article1
Vandevoorde and his colleagues have stated that
we should not have used the same cut-off values for
FEV1/FEV6 and FEV1/FVC, and by using different
cut-off values, one could use FEV6 in place of FVC in
the evaluation of airway obstruction. There are not
many articles about FEV6 in the literature, and our
article was the only one, to the best of our
knowledge, proposing that utilization of FEV6 in
place of FVC may lead to underestimation of airway
obstruction.1
Theoretically, FVC refers to the total volume of
air exhaled from lungs via forced expiration. On the
other hand, FEV6 refers to the amount of air
exhaled from lungs in the first 6 s of the forced
expiratory maneuver. It is clear that FEV6 cannot be
greater than FVC. However, in their article, which
is referred by Vandevoorde et al., Swanney et al.
have demonstrated obstruction using FEV1/FEV6 in
cases, which had no obstruction as determined by
FEV1/FVC.
2 This may have been either due to a
methodological error or the utilization of lower
limits of normal.
Vandevoorde et al. have proposed that it would
be wrong to use the same cut-off value for FEV1/
FVC and FEV1/FEV6. There is no generally accepted
exact cut-off value for FEV1/FEV6. Swanney et al.
have used ‘‘100ml variability’’ in their calculations
while Vandevoorde et al. have proposed 73% as a
cut-off value. If 73% were used as a cut-off,
specificity would drop to 93.3%, which in turn,
would lead to the false diagnosis of obstruction in
6.6% of the cases. Any false positive result implies
that FEV6 is greater than FVC, which is theoretically
not possible. It is also obvious that sensitivity would
fall if one wants to increase specificity.ee front matter & 2005 Elsevier Ltd. All rights reserv
med.2005.03.044Vandevoorde and his colleagues’ point regarding
the unimportance of the quantitative values of
FEV1/FVC and FEV1/FEV6 is not totally correct in
our view. As they have stated, these values may not
be important once the diagnosis of obstruction is
established. However, the exact value of FEV1/FVC
is important (and also the gold standard) in the
initial diagnosis of airway obstruction.3 Since FEV6
is thought to be used for screening purposes,
quantitative measurement of FEV6 is important
for initial diagnosis of obstruction.
As a conclusion, our view is that FEV6 usage leads
to accurate results in cases with no or heavy
obstruction or restriction, whereas it may also lead
to underestimation of obstruction in mild cases.References
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